In a patient with a painful swollen calf the first diagnosis to consider is deep vein thrombosis (DVT), but there are other possibilities.
CASE HISTORY
A man of 54 was referred for investigation of a possible DVT. His right calf was swollen, painful and red, diameter 37 cm compared with 33 cm on the left. His medical history included coeliac disease and ischaemic heart disease, both well controlled. He was taking aspirin 75 mg and atenolol 100 mg daily and used a nitrate spray. A doppler study of the lower limb veins excluded clot and he was discharged. When the symptoms persisted, doppler was repeated a week later but again there was no DVT. A month after this, worsening of symptoms prompted detailed re-evaluation. The swelling had spread and the entire right leg was red and tender. He was apyrexial. Full blood count, renal and liver function tests and bone profile were normal; C-reactive protein was raised at 25 mg/L and erythrocyte sedimentation rate at 54 mm/h; tumour markers were normal; chest X-ray and a CT scan of the abdomen (done to exclude external compression by a mass) were likewise negative.
While he was in hospital his leg swelling and tenderness seemed to settle with bed rest and he was thought to be improving. He was therefore discharged with no firm diagnosis. Six weeks later the condition had spread to the proximal muscles of the left arm and left leg, with pain and stiffness. Proximal muscle weakness was such as to cause difficulty in shaving and in standing up from a seated position. He was increasingly dependent on a wheelchair. On examination, the right leg had improved but now he had a swollen left thigh and calf. The tone of all muscle groups was normal, but power of proximal muscles was 4/5. There was livedo reticularis of both thighs and a rash on the left leg but other signs of dermatomyositis were absent.
The suspected diagnosis was then either a primary muscle disorder or an endocrine imbalance leading to proximal myopathy. On readmission, the thyroid and adrenal profiles were normal but creatine was 1950 U/L, lactate dehydrogenase 846 IU/L, and alanine transaminase 128 IU/L; anti-ds-DNA titre was 23 and ANA titre was 1/1280 but anti Ro, La, sm, Jo-1 and Scl-70 were negative. On subsequent testing anti-cardiolipin antibodies (IgG and IgM) were negative. An electromyogram showed signs of an inflammatory myopathy, and on muscle biopsy there were areas of degeneration with fibrosis, atrophy and lymphohistiocytic cell infiltration consistent with inflammatory myositis (Figure 1 ). After induction of remission with pulses of 500 mg methylprednisolone, the patient was treated with 12.5 mg methotrexate per week and 50 mg prednisolone daily (reducing). A month later he was doing well.
COMMENT
The clinical presentation and the biopsy findings ruled out inclusion-body myositis, nor were there any typical characteristics of an overlap syndrome with systemic sclerosis, Sjögren's syndrome or other connective-tissue disease. Extensive biochemical and radiological investigations yielded no evidence for malignancy-associated myositis. The diagnosis was thus primary polymyositis, and the very high creatine kinase and inflammatory response pointed to extensive disease. The main abnormal feature of this case was the presentation with calf swelling and tenderness but no weakness in the early stage of the disease. Although calf swelling has been described in polymyositis, it is usually slight and of little diagnostic value. 1 Various forms of focal myositis have been reported to mimic thrombophlebitis, 2 soft-tissue neoplasm or DVT 3-5 but our patient clearly had systemic disease.
In a review, Gorelik et al. 6 have described a rare variant of inflammatory myositis with severe subcutaneous oedema. Of seven reported patients, all were men; two had dermatomyositis and the other five had polymyositis. In all patients limb involvement with marked subcutaneous oedema was present, in some cases clinically mimicking DVT. The outcome was variable, with two patients dying despite intensive therapy, three improving on corticosteroids and two recovering spontaneously. Our patient fits in well with this variant.
